A 52-year-old man with diabetic nephropathy-related endstage renal disease suffered from fever and pain with redness over the dorsum of his bilateral feet for 2 days. He had a history of liver cirrhosis caused by chronic hepatitis B. Physical examination revealed a temperature of up to 39.5°C, erythematous swelling with purple bullae formation and tenderness over bilateral feet ( Figure 1A ). Laboratory examination revealed a higher leukocyte count (24 200/mm 3 ), with 93% neutrophils and elevated serum levels, including C-reactive protein 193 mg/l (normal value <5 mg/l), D-dimer 35.3 μg/ml (normal value <0.55 μg/ml) and creatine kinase 21 245 U/l (normal range 27-168 U/l). The next morning, the lesions had spread extensively and rapidly to the left upper extremity and the left and right lower extremities ( Figure 1B , C and D, respectively). Under the impression of ecthyma gangrenosum, CT scan was performed and showed necrotizing fasciitis over the lower extremities. Both wound culture and repeated blood culture revealed the growth of Aeromonas hydrophila. In spite of intensive surgical debridement and antibiotic therapy, he died of septic shock 14 days after admission.
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Ecthyma gangrenosum initially appears as painless round erythematous macules that rapidly become pustules with surrounding erythema and a haemorrhagic focus in the centre, forming a bulla [1] . As the haemorrhagic bulla spreads peripherally, it evolves into a gangrenous ulcer with a central black eschar surrounded by an erythematous halo.
The transformation of an early lesion to a necrotic ulcer may occur in as little as 12 h. The causative microorganisms include Pseudomonas aeruginosa, Klebsiella pneumonia, Serratia marcescens, A. hydrophila, Escherichia coli, Xanthomonas maltophilia, Morganella morganii, Citrobacter freundii, etc. [2] . The mortality rate of A. hydrophila-associated necrotizing fasciitis is as high as 56-75% in patients with malignancies, liver cirrhosis and uraemia, which accounts for 33.3, 26.2 and 4.8% of the underlying diseases of the infected patients, respectively [3] .
Thus, immunocompromised patients, even with only mild skin lesions at presentation, may still suffer from ecthyma gangrenosum-related soft tissue infection, which may contribute to a high risk of mortality in spite of immediate surgical intervention and broad-spectrum antibiotic therapy.
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